Uterine leiomyoma is the most common benign tumors in females and varies widely in size. Lumbosacral plexopathy is a rare disorder characterized by a sudden onset of leg paresthesia, muscle weakness, and reduction of deep tendon reflexes. This condition usually caused by compression from an abdominal mass, paralysis in mothers during labor, and compression of the lumbosacral plexus by the fetal head during dystocia. This case report presents a 55-year-old woman with a huge uterine myoma and symptoms of weakness of the right leg and gait disturbance. She was diagnosed with lumbosacral plexopathy that resolved after a laparoscopic-assisted total hysterectomy.
INTRODUCTION
Uterine leiomyoma is the most common benign tumor of the uterus in women of 30 and 45 years and is one leading cause of hysterectomy [1] . Many women with uterine leiomyoma do not experience clinical symptoms, while submucosal leiomyoma may present with multiple symptoms. Uterine leiomyoma varies widely in size, and the largest size has reportedly been 45 kg [2] . The author reports a case of lumbosacral plexopathy compressed by a uterine myoma.
CASE REPORT
A 55-year-old woman (G3 L2) who out-patiently visited Soonchunhyang University Bucheon Hospital with major complaints of vaginal bleeding, uterine myoma, and adenomyosis persisted for 2 years after 5 years of menopause was admitted to the department of neurosurgery due to muscle weakness in the right leg and walking difficulty during the last 2 weeks prior to admission. The patient had received aneurysm clipping due to subarachnoid hemorrhage (anterior communicating artery aneurysm) in 2007 and is currently taking medication for high blood pressure (BP) diagnosed in 2013. On admission, she had BP of 140/80 mm Hg, pulse rate 75 beats/min, respiratory rate of 20 beats/min, and body temperature of 36.6°C. Lower abdominal distension was found and a large hard mass was palpated. Vaginal bleeding was associated with hematomas, and she was unable to bend her right leg and walk. Laboratory findings revealed a hemoglobin level of 8.5 g/dL, packed cell volume of 26.3%, and platelet count of 236,000/μL. She had a normal chest X-ray and electrocardiogram and underwent brain computed tomography (CT), diffusion magnetic resonance imaging, abdominal CT, and electromyography (EMG). Brain exam revealed no finding suspected of walking abnormality ( Fig. 1 ). She underwent total laparoscopic hysterectomy ( Fig. 2 ). The weight of specimen was 870 g, and the pathologic results were leiomyoma and adenomyosis. Since no apparent signs were shown in a previous lesion, a total hysterectomy was performed on the 7th day after admission to the hospital. She was able to ambulate with assistance on the 6th postoperative day and herself independently on the 9th postoperative day. She was discharged after progression in symptoms. EMG and other tests were conducted at an outpatient visit in the first postoperative month ( Table 1 ). The patient restored the ability to perform the usual activities of daily living. And the patient provided written informed consent for the publication of clinical details and images.
DISCUSSION
The lumbosacral plexus consists of the lumbar plexus formed by L1-L4 nerve roots and the sacral plexus receiving contributions from L4-L5 and S1-S3 nerve roots [3] . The lumbar plexus is located within the psoas major muscle, and its major derivatives are the femoral and the obturator nerves. The sacral plexus is located on the surface of the posterior pelvic wall, and its major branches are the tibia and common peroneal nerves that travel down from the sciatic nerve [3] . The lumbosacral plexus extends to the organs of the abdomen and pelvis, and lumbosacral plexus palsy can occur secondary to injury associated with another disease in this complex structure [4] . Lumbosacral plexopathy is a rare type of peripheral neuropathy, and peripheral neuropathy is classified into radiculopathy, plexopathy, mononeuropathy, multiple mononeuropathy, and polyneuropathy depending on its application site [5] .
Of these, plexopathy can be divided into brachial plexopathy and lumbosacral plexopathy depending on anatomical location of involvement. Lumbosacral plexopathy has been rarely diagnosed in patients [6] . Lumbosacral plexopathy is characterized by a sudden leg paresthesia, muscle weakness, and a reduction of deep tendon reflex [5] . The causes of lumbosacral plexopathy can be caused by penetrating injury, vertebral fracture, pelvic fracture, surgical trauma, and compression from an abdominal mass such as a pelvic tumor, aortic aneurysm or hematoma, paralysis in mothers during labor, and compression of the lumbosacral plexus by the fetal head during dystocia [6] . Occasionally, lumbosacral plexopathy can occur after radiotherapy in carcinoma patients and has been found in patients with cervical cancer after radiotherapy [7] .
Other related factors are diabetes, polyarteritis nodosa, infection, and agglutination reaction, and it can also occur due to unknown causes in some cases [8, 9] . Lumbosacral plexopathy is not limited to a single nerve root or region but can result in unilateral muscle palsy and changes in sensory function and reflexes [9] . Depending on the affected site, this condition may involve the femoral, obturator, and sciatic nerves and incur motor or sensory paralysis [9] .
The patient was initially thought to be a gait disorder due to aneurysm clipping, but there was no abnormality in brain imaging. She was later diagnosed as having a gait disorder caused by compression of the large uterus in abdominal cavity. Symptoms can be unilateral or bilateral involvement depending on the causes, and aggravate to muscle weakness, sensory loss, loss of reflex and pain of burning sensation, cough, sneezing, and others [6] . Typically, upper-plexus lesions may cause weakness of the femur and tarsus and sensory loss in the back of the leg, while lower plexus lesions may result in weakness of hip flexion and adduction and sensory loss in the front of the leg [6] . EMG of the lesions of the nervous system is a relatively objective and accurate examination test that is helpful in differential diagnosis to determine the location and degree of peripheral nerve injury [6] . For accurate assessment of injuries of the lumbosacral plexus involved, extensive techniques have been introduced including nerve conduction study and needle EMG partially screening the femoral and sciatic nerves and their branches, H reflexes, F waves, somatosensory evoked potential, and others [10] . In this case, the gait disorder could not be diagnosed with other radiology results, but the diagnosis and treatment effect was confirmed through EMG. Uterine leiomyoma is the most common benign tumors occurring in the female pelvis and affect about 20% of women of childbearing age and 40%-50% of women aged more than 35 years, and the clinical symptoms are present in about 20%-50% of the affected women and include a self-palpated mass, uterine bleeding, acute or chronic pelvic pain, and compression [1] . In this case report, the patient had muscle weakness and gait impairment suspected to be caused by compression on the lumbosacral nerves due to a giant uterine leiomyoma. EMG revealed positive sharp waves of 2+ and 1+ in L5-S1 and L4 (Fig. 1 ). In this case, laparoscopic-assisted total hysterectomy was performed. She was able to ambulate with assistance on the 6th postoperative day and herself independently on the 9th postoperative day. The improved outcome was shown in postoperative EMG compared to preoperative EMG (Table 1) , and she is currently able to perform the usual activities of daily living. In medical literature search, lumbosacral plexopathy due to a huge uterine myoma has been reported in only three cases, and all patients improved after hysterectomy (Table 2 ) [9] . Even as an obstetrician/ gynecologist, lumbosacral plexopathy is a rare and unfamiliar disorder, and it is not easy to predict that paresthesia and weakness of the legs and gait disturbance can be caused by compression due to 
